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Abstract 
Introduction: Adolescents are the most vulnerable population in society to high-risk behaviors. It is essential 
to explore male adolescents’ state of health so as to establish this health well. The present research aimed to 
explore the prevalence of high-risk behaviors among male adolescents in the south of Iran. Methods: The present 
cross-sectional research employed a random multi-stratified sampling method to select subjects from male students 
of secondary schools (2nd grade) in Bushehr in 2017. The data collection instrument was a questionnaire comprised 
of two parts. The first part explored background information and the second monitored adolescents’ high-risk 
behaviors. Once the reliability and validity of the questionnaire were confirmed, the collected data were analyzed 
in SPSS20 using ANOVA test and Tukey post-hoc test. Results: The majority of subjects belonged to the 16 year-
old age group. The highest frequency of high-risk behaviors in male adolescents involved physical contact and 
struggle out of school (22.81%), hookah consumption within a month (19.62%), physical contact and struggle at 
school within a year (18.30%) and smoking cigarettes out of school in a month (11.14%). Conclusion: The 
prevalence of high-risk behaviors among male adolescents was for physical contact out of school in a year, hookah 
consumption in a month and physical contact at school in a year. It is suggested to conduct qualitative research to 
recognize why adolescents show tendency to risky behaviors and to reduce such behaviors.  
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Introduction 
Adolescence is a critical age in life especially in 
terms of physical, mental and social development. At 
this stage, one gets to know about certain issues, 
behaviors and assumptions in mind for the first time. 
Such issues have not made any sense ever before (1). 
One gets to behave in a certain way, try different roles, 
keeps a distance from adults and occasionally breaks 
the rules (2). Such affairs are often accompanied by 
risky behaviors that threaten one’s present and future 
health. Drug abuse, violence and risky sexual affairs 
account for a high rate of mortalities in adolescence (3). 
High-risk behaviors are those that put one’s health at 
risk (4). They include a wide range of damaging 
behaviors such as drug abuse, social aggression, 
physical contact with others, self-damage and illegal 
sex affairs (5). A great many victims of high risk 
behaviors in future are adolescents today (3). Tendency 
to risky behaviors is in fact a kind of escape from 
effective encounter with tense conditions which might 
lead to such adverse effects as AIDS or addiction and 
can be followed by irreparable social and psychological 
damages. World health Organization (WHO) considered 
cigarette smoking, tobacco consumption, eating greasy 
and low-fiber food, lack of physical activity, alcohol 
consumption, high-risk sex affairs, drug abuse and so on 
as high-risk behaviors (6).  
Adolescents’ health is of a great significance due 
to their large population. Adolescence is the right time 
to develop well-established healthy behaviors. Thus, 
persisting in the prevention of risky behaviors and 
establishment of healthy behaviors, non-contagious 
damages can be avoided (7, 8). A body of research at a 
global scale revealed that high-risk behaviors often 
begin before the age of 18 and include such behaviors as 
cigarette, alcohol and drug consumption (8-12). The 
mean age of beginning to smoke cigarettes in Iran 
among smokers is 16.6 years (13). Moreover, the 
majority of addicts, begin drug abuse between the age of 
17 and 22 (14-15). A body of related research indicated 
that early cigarette smoking would increase the 
probability of consuming alcohol and drugs as well as 
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educational problems among teenagers (16). As 
adolescents are among vulnerable populations in society 
to high-risk behaviors, it is evident that any physical or 
mental damage to this population would lead to slower 
social growth. Furthermore, adolescents’ lacking 
physical and mental health in the long run can 
negatively affect health in society. Therefore, the 
present research was conducted to evaluate high-risk 
behaviors among male adolescents in the south-west of 
Iran. 
 
Materials and methods 
The present research was qualitative in type and 
its target population was all male secondary school 
students (2nd grade) in Bushehr in 2017. They were 
11,825 in number. Yet, a sample of 386 subjects was 
selected according to Morgan & Krejcie’s formula. The 
sampling method was random multi-stratified. The 
inclusion criteria were permanent residence in Bushehr 
and consent to take part in the study. When the sample 
size was estimated and the required permissions were 
gained from the education office of Bushehr County, a 
number of schools were randomly selected from the 
total number of schools in Bushehr and then again a 
number of classes were randomly selected from these 
schools. Subsequently, the questionnaires were 
submitted to the students. 
The data collection instrument was a 
questionnaire comprised of two parts, the first of which 
enquired about a respondent’s demographic information 
(e.g. age, grade of school, parents’ education, field of 
study, experience of consuming cigarettes, alcohol, 
hookah, heroin for at least one time, source of gaining 
health-related information and experience of physical 
activity). The second part was the high-risk behavior 
monitoring system questionnaire, comprised of 90 items 
that explored teenagers’ risky behaviors in different 
domains such as security, violence (challenging 
behavior), suicide, cigarette consumption, alcohol 
consumption, illegal drug abuse, high-risk sexual 
behaviors and lack of physical activity (17-18). In the 
present research, items related to hookah consumption 
were added due to the high prevalence of hookah 
consumption in the south-west of Iran. To check the 
validity of the questionnaire, it was availed to a panel of 
experts (n=9). The content validity index and ratio were 
estimated which were respectively .86 and .92. To test 
the reliability of the instrument, it was piloted on 30 
male secondary school students (2nd grade) and the data 
were analyzed through Cronbach’s alpha which was 
estimated to be .83 interpreted as acceptable.  
Participation in the study was voluntary and the 
subjects were ensured of the confidentiality of the 
information they provided. The collected data entered 
SPSS20 for statistical analysis. Descriptive statistics as 
well as inferential statistics were used including 
ANOVA and Tukey post-hoc test to explore the 
interrelationship of demographic information and the 
target high-risk behaviors. The significance level of all 
tests was set at 0.05.  
 
Result  
A sample was 386 subjects participated in this 
study. From among this, 7 filled out the questionnaires 
incompletely and 2 did not return them at all and were 
excluded from the study. The return rate was 97.6%. 
The mean age of the participants was 16.7 years 
(±1.4SD). 132 subjects (35.01%) were studying in the 
10th year, 125 subjects (33.15%) in the 11th year and 120 
subjects (31.83%) in the 12th year. The education level 
of 68% of mothers and 61% of fathers was below 
Bachelor’s degree (see Table 1).  
 
Table 1: Male adolescent subjects’ demographic 
information  
 
The results showed that the highest frequency of 
high-risk behaviors respectively belonged to physical 
contact/struggle out of school within a year, hookah 
consumption within a month and physical contact/
struggle in school within a year.  
Demographic variable f. % 
Age 15 years 109 28.91 
16 years 141 37.40 
≥17 years 127 33.68 
Field of study Technical 
school 
101 26.79 
Math 96 25.46 
Experimental 
sciences 
83 22.01 
Humanities 97 25.72 
Mother’s 
education 
Elementary 
school 
26 6.89 
High school 156 41.37 
Associate 
degree 
78 20.68 
B.A./B.S. 83 22.01 
≥M.A./M.S. 34 9.01 
Father’s 
education 
Elementary 
school 
21 5.57 
High school 99 26.25 
Associate 
degree 
110 29.17 
B.A./B.S. 94 24.93 
≥M.A./M.S. 53 14.05 
Rank in birth 1st 127 33.68 
2nd 112 29.70 
3rd 80 21.22 
4th 58 15.38 
Father’s 
occupation 
Employed 114 30.23 
Retired 44 11.67 
Freelance 205 54.37 
Unemployed 14 3.71 
Current state 
of cigarette 
or hookah 
consumption 
Yes 84 22.28 
no 293 77.71 
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Table 2: Distribution of high-risk behaviors among male adolescent subjects 
 
The prevalence of wearing a seat-belt while in a car was estimated as 23.34%. That of wearing a helmet while 
riding a motorcycle was 11.40%. The prevalence of wearing a helmet while riding a bicycle was 4.24%. 
 
Table 3: Distribution of male adolescent subjects’ wearing a seat-belt and/or helmet 
 
  0 once Twice or more 
f. % f. % f. % 
Physical contact/struggle out of school in a year 218 57.82 73 19.36 86 22.81 
Physical contact/struggle inside school in a year 217 57.55 91 24.13 69 18.30 
Having cold weapon at school in a month 320 84.88 36 9.54 21 8.57 
Smoking cigarettes at school in a month 307 81.43 39 10.34 31 8.22 
Smoking cigarettes outside school in a month 288 76.39 47 12.46 42 11.14 
Hookah consumption in a month 235 62.33 68 18.03 74 19.62 
Alcohol consumption in a month 327 86.73 31 8.22 19 5.03 
Drug abuse in a month 337 89.38 24 6.36 16 4.24 
Variable never seldom often always 
f. % f. % f. % f. % 
Wearing a seat-belt while sitting in a car 79 20.95 114 30.23 96 25.46 88 23.34 
Wearing a helmet while riding a motorcycle 124 32.89 125 33.15 85 22.54 43 11.40 
Wearing a helmet while riding a bicycle 244 64.72 89 23.60 28 7.42 16 4.24 
The present findings revealed that the prevalence 
of physical contact/struggle outside school within a year 
and cigarette smoking outside school in a month was 
higher in students of technical schools than others. The 
correlation of technical studies and physical contact/
struggle outside school within a year’s time was 
statistically significant (p=0.0001). Yet, the correlation 
of cigarette smoking outside school in a month and 
technical studies was not statistically significant 
(p>0.05). Adolescents whose fathers were employed 
reported a lower rate of hookah consumption within a 
month and this correlation was statistically significant 
(p=0.003). However, the correlation between physical 
contact/struggle outside school in a year’s time and 
father’s occupation was not statistically significant 
(p>0.05). Adolescents who were the 3rd child of the 
family showed to have more physical contact/struggle 
outside school with a year. Yet, the correlation of birth 
rank and physical contact/struggle outside school was 
not statistically significant (p>.05). Adolescents who 
were the 4th child of the family had a higher rate of 
smoking cigarettes outside school in a month. Yet, this 
correlation was not statistically significant (p>0.05). 
 
Discussion 
The present research aimed to explore the high-
risk behaviors of male adolescents in the south-west of 
Iran in 2017. In a sample of 377 male adolescents, 84 
(22.28%) reported to be cigarette or hookah consumers 
at the time of study. Besides, the rate of hookah 
consumption within a month and outside school were 
respectively reported to be 19.62% and 11.14%. In a 
body of related research among Iranian adolescents 
including one conducted in Qazvin, the prevalence of 
cigarette consumption was reported to be 9.9% which is 
similar to the present findings. However, the rate of 
hookah consumption was estimated as 36.9% which 
exceeds the estimated rate in the present study (19).  
Another similar study was carried out on male 
and female adolescents in Tehran and found the 
prevalence of smoking cigarettes as 35.2% and 51.5%, 
respectively (20). This rate is higher than that of the 
present research concerning cigarette and hookah 
consumption. Another investigation of cigarette and 
hookah consumption in Tehrani adolescents found the 
prevalence rate of the two as 12% and 30%, 
respectively (21).  The prevalence of cigarette and 
hookah smoking among female adolescents in the south
-east of Iran was 8% and 10%, respectively (22). 
Cigarette consumption among American adolescents in 
2011 was estimated at 18% (18). In England, tobacco 
consumption among susceptible and insusceptible youth 
was 15% and 8%, respectively (23). Cigarette and 
hookah consumption are among behaviors that 
adversely affect adolescents’ physical and mental 
health. This population is among the most susceptible 
populations in society to high-risk behaviors. Therefore, 
any damage to this population either physical or mental 
can have negative consequences for the development of 
human forces. Unfortunately, in Iran hookah services 
are provided publicly in communal areas such as 
restaurants. Although offering public services for 
hookah is prohibited, there is little surveillance and thus 
it is widely prevalent. Widespread public use at a social 
scale has significantly reduced the indecent look of the 
behavior, which in its own turn, can increase the 
prevalence of this behavior among the susceptible 
population of adolescents. Occasionally, parents 
accompany teenagers in smoking hookahs, which can 
further intensify the behavior in teenagers. Thus, raising 
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parents’ awareness of the adverse effects of hookah 
consumption and better surveillance by state institutions 
over restaurants and other public places can cut down on 
the prevalence of hookah consumption in society 
especially adolescents (24).  
In the present research, the prevalence of drug 
abuse and alcohol consumption was low. In a body of 
research in Iran including a study of university students 
in Dezful and female adolescents in the south-east of 
Iran, the rate of drug and alcohol abuse was respectively 
3.7% and 4.85% (22, 25) which is in line with the 
present findings. Some other research on adolescents in 
Qazvin pointed to the low rate of drug and alcohol 
abuse (19). However, the results of other Iranian studies 
reported the rate of alcohol consumption among Tehrani 
adolescents as 27.4% and 10% (20-21). This is 
significantly higher than the present findings. In similar 
works of similar research at a global scale, the 
prevalence of alcohol, marijuana and drug abuse was 
reported to be between 11 and 38.7% (18, 23-27). Some 
other research about American high school students in 
2016 found the rate of alcohol and marijuana 
consumption 23.33 and 13.18%, respectively (28).  
Different prevalence of high-risk behaviors in 
comparative studies of such behaviors as drug or 
alcohol abuse in different countries can be due to 
differing cultural, social, economic and contextual 
circumstances. It seems that the dominant sociocultural 
conditions in any society can affect the prevalence of 
consumption and self-report of such behaviors. 
In the present research, the highest frequency of 
high-risk behaviors belonged respectively to physical 
contact/struggle outside school (22.81%) and physical 
contact/struggle inside school within a year’s time 
(18.30%). Physical contact outside home was among the 
most prevalent high-risk behaviors (28.1%) among 
adolescents in Tehran (20), which is consistent with the 
present findings. The prevalence of physical violence in 
a study in Isfahan among adolescents was reported to be 
33.3% (29). In a comparative body of research, Iran 
shows to suffer from the highest rate of violence of all 
developing countries (30-35). An extensive work of 
research showed that the rate of physical violence 
ranged from 27% to 37% in low-income and below –
average income countries (36). An investigation in 
America showed the prevalence of violence among 
students was 7.8% (37) which is lower than the present 
finding. 
The results of the present research indicate that 
the prevalence of violence among Iranian adolescents 
follows a similar fashion, and the rate of physical 
contact and violence is significantly higher than other 
low to average income countries. It seems that the role 
of individual, social and familial factors in the 
emergence and development of violence is undeniable. 
Thus, interventional strategies should target different 
individual, familial and social levels. Individually, it is 
essential to enhance coping skills including the skill to 
say no, to control relations, control anger and violence. 
Family plays a key role in transcending adolescents. 
Family-based educational programs are of utmost 
importance in reducing high-risk behaviors.  
In the present research, the rate of wearing a 
helmet while sitting in a car or riding a motorcycle/
bicycle was found to be 11.4% and 4.24%, respectively. 
Motorcycle and bicycle riders did not feel obliged to 
wear a helmet while the foremost risk factor in using 
such protectives is refraining from wearing a helmet. 
The most effective way to reduce the risks of accidents 
is wearing a helmet. Thus, it is essential to provide 
necessary education and culture with the help of 
families and the traffic police. Considering the fact that 
the majority of motorcyclists are in their teens, this age 
group show a voracious appetite for risky movements.  
One limitation of the present research was the self
-rating nature of the questionnaire which can lead to 
biased data. Another limitation can be the 
underestimation of high-risk behaviors due to cultural 
barriers, social norms, fear and other social barriers. 
Moreover, the present research was conducted in 
Bushehr in the south of Iran and the findings are not 
generalizable to the whole population of Iranian 
adolescents.  
 
Conclusion 
The present research aimed to explore the 
prevalence of high-risk behaviors in the south of Iran. A 
number of high-risk behaviors including physical 
contact/struggle outside school in a year, hookah 
consumption in a month and physical contact/struggle 
inside school in a year were found to be the most 
prevalent. High-risk behaviors are among issues that 
require considerable attention and cooperative 
interaction for planning and implementing interventions. 
Moreover, qualitative research can help to recognize the 
underlying causes of adolescents’ tendency to high-risk 
behaviors and to find appropriate ways to prevent and 
reduce many psychological damages of high-risk 
behaviors.  
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